A 4-month-old male infant was referred to our hospital with a mass in the right lower chest wall. The mass was present from birth and did not grow during the interval period. The mass was fixed to the chest wall and had a hard consistency. No respiratory difficulty was present. A chest radiograph (Figure 1 ) and contrast-enhanced computed tomography (CT) of the chest was performed (Figure 2) . Figure 1. Chest radiograph shows a large mass arising from right chest wall. The right seventh rib was expanded with erosion of the cortex and adjacent ribs were splayed.
Diagnosis
Mesenchymal hamartoma of the chest wall.
Findings
A chest radiograph ( Figure 1) shows a large mass arising from the right chest wall. The mass has a large intrathoracic extrapleural component and a small extrathoracic component. The posterior and lateral part of the right seventh rib was expanded with erosion of the cortex. The adjacent sixth and eighth ribs were splayed and eroded. There was no matrix mineralization seen on the radiograph. A chest CT shows a large lobulated expansile mass arising from the ribs posteriorly with large extrapleural component (Figure 2A ). Punctate calcification ( Figure 2B ) was seen within the mass, suggesting a chondroid matrix. Multiple low-density areas were seen within the mass. No definite fluidefluid levels were seen. The mass was compressing the adjacent lung without causing air trapping. CT findings are suggestive of mesenchymal hamartoma of the chest wall. Aspiration from the mass revealed cellular lesion, comprising lobules of hyaline cartilage, chondrocytes, with fragments of spindle cells. Areas of calcification were noted and abundant chondromyxoid substance was present in the background, confirming the diagnosis of mesenchymal hamartoma.
Discussion
Mesenchymal hamartoma of the chest wall is a rare nonneoplastic lesion seen in infancy and early childhood. Only about 60 cases have been reported in the literature [1] . The condition may present as a chest wall mass or with respiratory symptoms caused by compression of lung. They arise from the central portion of the rib and cause erosion of adjacent ribs. They usually are single, however, multiple mesenchymal hamartomas have been reported in the literature [1, 2] .
All cases described, including the 12 cases described by Groom et al [1] , showed essentially the same findings as our case on plain films and CT scans. Masses can be from 2 to 15 cm in diameter, and the lobulated mass arises from the posterior rib with a large extrapleural component. In the majority of cases, multiple ribs are involved, and 64% of patients showed matrix mineralization on plain films. CT showed this in almost all cases. This case was of the chondroidtype, consistent with the diagnosis of mesenchymal hamartoma of the chest wall. Low-level attenuation areas with fluidefluid levels were not seen on CT in our case, although these levels can be present in 64% of patients. They are best shown by magnetic resonance imaging. On magnetic resonance imaging these lesions have heterogenous signal intensity. The cartilage component has intermediate signal on T1-weighted images and high signal on T2-weighted images, whereas hemorrhagic areas have high signal on T1-weighted images [3] .
On pathologic examination these lesions have solid areas that contain cartilage, bone, fibrous tissue, and cystic areas with mucoid to bloody content [4] . On histopathology the lesion has a disorganized admixture of well-differentiated skeletal elements [4] . There is abundant cartilage seen with areas of calcification and osteoid formation. Rarely, focal areas of hypercellularity may be seen, suggesting malignancy, and these lesions may be diagnosed wrongly as sarcomas [4] .
The differential diagnosis of mesenchymal hamartoma of the chest wall includes Ewing sarcoma, metastatic neuroblastoma, leukaemia, and lymphoma [1] . These lesions cause permeative destruction of ribs with a soft-tissue component. However, the presence of matrix mineralization and secondary aneurysmal bone cyst formation are not seen in these lesions. Benign lesions such as fibrous dysplasia, Langerhans cell histiocytosis, and hemangioma can affect ribs, however, they are uncommon in the newborn period [1] . Mesenchymal hamartoma of the chest wall (MHCW) can be managed conservatively [5] because these lesions are nonneoplastic, they do not grow as the child grows, and spontaneous regression has occurred in a number of cases. Complete surgery is curative, but there can be a recurrence after incomplete surgery. Surgical complications can occur owing to excessive bleeding from the hemorrhagic cavities. Surgical treatment is considered only in those patients who have severe respiratory distress [5] . Chest wall reconstruction may be required in these patients and they should be monitored carefully for development of chest wall deformity and scoliosis [5] . Postoperative scoliosis is related directly to the number of posterior ribs resected at surgery. Regular long-term radiologic surveillance may be required in these patients [5] .
